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THE FUTURE

THE DOCTOR OF THE
FUTURE WILL GIVE NO
MEDICINE BUT WILL
INTEREST HIS PATIENTS
IN THE CARE OF
THE HUMAN FRAME, IN
DIET, AND IN THE
CAUSE AND PREVENTION
OF DISEASE.

Attributed to Thomas Edison

“No matter how thin you make a pancake, it still has two sides™

Ben-Veniste, Attorney
Former Watergate Prosecutor

It is most necessary to know the nature of the spine. . . .

One or more vertebrae may or may not go out of place very much, and if they do, they are likely to
produce serious complications and even death, if (they are) not properly adjusted. . . .

Many diseases are related to the spine. . . .

—Hippocrates



INTRODUCTION

Chiropractic practice—and malpractice—began in Davenport, Iowa. in 1895 when the first chiro-
practic spinal adjustment was given by Daniel David Palmer to his janitor, Harvey Lillard. Lillard had been
deaf since one day, many years before, when he had stooped and felt a “click” in his neck. Palmer felt a
bump there and with several harsh thrusts attempted to align it with the cervical vertebrae. His primitive
clinical procedure consisted of asking Lillard a few questions, palpating the neck, and making sharp thrusts
with his hands. In his definitive text on chiropractic published in 1910, Palmer reported that Lillard arose
from the adjusting bench after several successive treatments and said that he could hear the streetcars
clanging on Brady Street below the office.

Before Palmer invented chiropractic, he was a devotee of various occult healing practices who
vehemently denounced orthodox medicine for wasting time with clinical procedures such as consultation,
case histories, physical examinations, and neurological testing. He wanted physicians to abandon this
“foolishness™ and go directly to healing the sick. Palmer’s disdain for diagnosis became an inherent part of
chiropractic of which remnants persist today. It has been a major source of conflicts between chiropractic
and established medicine; and has contributed to sometimes-serious mishandling of many patients.

Palmer wanted absolute freedom for himself and for graduates of his school to treat all symptoms
with chiropractic techniques, without conforming to prevailing medical procedures. Many early court
decisions show that he and his disciples were often successful in establishing themselves outside of
medical standards and the clinical responsibilities of medical men. Only in recent years have courts in most
states demanded close correspondence between practice privileges and responsibilities. *

As chiropractors increasingly claimed that they were capable of acting as first-contact physicians,
the courts began to demand that they conform to established medical standards of consultation, diagnosis,
examination, and referral. Many chiropractors have fought this legal regulation, and for more than 40 years
the issue has created confusion and controversy in the medical/legal arena.

Today this “twilight zone™ of healing, in which some chiropractors claim the designation of general
practitioner but eschew the attendant responsibilities, seems ludicrous and beneath the dignity of the
profession. Recently chiropractic education has become more general and comprehensive, covering many
orthodox medical techniques. Leaders of chiropractic see the profession moving toward a primary health-
care role in the total health-care system. Given this progression, it is evident that chiropractors must follow
orthodox medical procedures, including examination, diagnosis, consultation, and referral.

The chief purpose of this book is to define chiropractic malpractice within certain parameters. The
malpractice cases presented, all of which actually took place, are not intended to depict what routinely
occurs in chiropractic offices, but to show what happens when accepted procedures are either ignored or
improperly performed. Fortunately, chiropractic malpractice is the exception, and not the rule.
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A BRIEF HISTORY OF
CHIROPRACTIC MEDICINE

1.1 Ancient Origins

Chiropractic derived from two Greek words, kheir and praktikos. Kheir means of or with the hand;
and praktikos means effective or practical. Linked together, the two words mean done by hand, done
skilifully.

Modern chiropractic began with Daniel David (D. D.) Palmer, born March 7, 1845, in a log cabin in
Canada. Palmer’s father was a frontier shoemaker of English and German extraction who inspired indepen-
dence in his children at an early age. Dr. Joseph Maynard, an early Palmer School graduate and author of
Healing Hands, a story of the Palmer family, describes Palmer as an independent, curious child who played
with his animal skeleton collection while other children played with toys. According to Maynard, Paimer
once cured his mother’s headache by massaging her brow, and apparently her pronouncement that he had
“magic in his hands” planted the seed for what was to become a full-fledged philosophy and practice of
healing.

Palmer’s “new science,” which he introduced to the world in 1895, was known to the Greeks, the
Egyptians, and the Hindus more than 30 centuries ago. For many years, the Chinese have rubbed the
bones of the neck with a copper coin to ease nerve ailments. The Incas and Aztecs and other American
Indians have used their hands for curative purposes. Among the most ancient references to chiropractic is
an Egyptian papyrus dating to approximately the seventh century B.C. Translated by the late Professor
James Henry Breasted, it describes the treatment of spinal dislocations by manipulation. Indeed, rock
carvings made centuries ago in Egypt show healers placing their hands along the spinal column.

Hippocrates, the father of healing, claimed to understand the importance of the spinal column to
health, proclaiming, “‘Look well to the spine for the cause of disease.”' He observed that “‘one or more
spinal vertebrae go out of place, not very much from the rest, but just slightly one gives way from the other.
These vertebrae, one or more, do not have to get out of their place very much in order to produce
discomfort to the patient, but if one or more do go out of place very much, this may cause death.™



The systematic teaching of “chiropraxy,” as it was originally called, was undertaken by the
Thessalonians and the priests of the mythical demigods and heroes of Greece and Rome. Aesculapius, the
Roman version of Asclepius, the Greek god of medicine, and Chiron the centaur were supposedly the first
instructors in the arts of classical medicine. Through their followers. the various therapeutic methods
belonging to chiropractic have been transmitted to all mankind.

It was not until early in the 17th century that chiropractic was rediscovered by the great French
mathematician and philosopher Descartes. He emphasized the importance of the nervous system working
through muscles in reaction to environment.

1.2 Modern Chiropractic—the Palmers

Modern chiropractic began with D. D. Palmer. As a young man. Palmer was a successful grocer
and merchant and a voracious reader on medicine, world religions, and philosophies of healing. After the
loss of his wife at his mid-life, he left the business world to become a magnetic healer. Mesmerism or
“animal magnetism,” founded in 1766 by Franz Anton Mesmer, a Viennese medical school graduate, taught
that the planets exercised a direct influence upon all body tissues through a mysterious fluid that pene-
trated all substances, both living and inanimate. This force was supposedly directed through Mesmer’s
touch to heal those in distress. Mesmer was phenomenally successful in attracting patients and disciples,
but in 1784 a commission under King Louis XVI, after checking his “baquet” or healing tub with an
electrometer, declared that it showed no evidence of electrical activity and concluded that the effects
produced were entirely the result of imagination. This report had no effect on Mesmer’s popularity and did
not in the least discourage Palmer, who had delved into spiritualism, phrenology, charms, and other occult
healing methods, from establishing a prosperous business as a magnetic healer.

Palmer’s “laying-on-of-the-hands’ practice was thriving as patients lined up to receive energy from
his “charged” fingertips. His deaf janitor, Harvey Lillard, changed the course of medical history when he
submitted to Palmer’s request to allow him to move a bump in his neck. Harvey had told Palmer that one
day he bent over, felt a “pop" in his neck, and from that moment on was unable to hear. Harvey allowed
Palmer to thrust on the bump a few times, and after one such treatment, told him that he could hear the
streetcars clanging on Brady Street below.

After this success, Palmer formulated a philosophy of healing stating that all disease was a result of
blockages of “‘nerve flow” between brain and tissue by vertebral misalignments exerting pressure on
nerves. Thus chiropractic was born, About 1897 Palmer opened a school, using R. V. Pierce’s 1,000-page
People’s Common Sense Medical Advisor, also known as Medicine Simplified, as his major textbook. One
of the first graduates was Bartlett Joshua (B. J.) Palmer, his son, who later took over the institution
probably in 1906 when Palmer left town to avoid creditors. Bartlett Palmer, a consummate promoter and
shrewd businessman, built the school into a multimillion-dollar business. He passed it on to his son,

another Daniel David Palmer, who in the '60s relinquished control and established it as a nonprofit
educational institution.

The elder Palmer defined his “new science” as follows:

Chiropractic is the name of a systematized knowledge of the science of life—biology, and a
methodical comprehension and application of adjusting anatomical displacements, the cause of
biological abnormalities: also an explanation of the methods used to relieve humanity of suffering
and the prolonging of life, thereby making this stage of existence much more efficient in its
preparation for the next step—the life beyond.’

Palmer admitted that he was not the first to manipulate the spine. but stated that he was the first to
realign vertebrae, using spinous and transverse processes as levers. He declared that all disease processes
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could be reversed by chiropractic means, and despite intense medical opposition his “new science”
flourished under his son. Proclaiming that all illness would succumb to his new therapy, Palmer instructed
his students to attack diseases that baffled the best in medicine. Cancer, food poisoning, malaria, heart
disease, syphilis, and every other disorder were treated with one therapy—spinal adjustment. This cure-all
philosophy led chiropractors into the practice of medicine and medical malpractice on a large scale.

In 1910 the elder Palmer published his definitive work on life. chiropractic, and healing—a 1,000-
page book entitled The Adjustor. He died three years later in a Los Angeles hospital of nephritis.

1.3 The Chiropractic Philosophy

Early opponents of chiropractic accused Palmer of stealing his concepts from Andrew Still, M.D.,
founder of osteopathy, and there is some direct evidence to support this accusation. Palmer was a student
of Still and he learned the physician’s theory that subluxated, or slightly misaligned, bones adversely
affected body metabolism by interfering with blood supply to the cells. Still taught that manual manipula-
tion would restore the bones to their proper relationship, thus freeing arteries and veins from impingement
and allowing the blood to flow freely and cellular healing to transpire. Palmer must have listened carefully:
soon after attending Still’s classes, he merged his mystical, metaphysical concepts with the joint-
impingement theory of his teacher, except that he theorized that “nerve tone,” not vascular integrity, was
the function to be restored.

Osteopathy and chiropractic share at least three points: both are founded on the ideal of structural
integrity of joints free from subluxations or misalignments; both tout manual manipulation as a cure-all;
and neither has been scientifically proven to be based on sound anatomical or physiological hypotheses.
Practitioners of both groups treat patients with various medical conditions, but subjective patient reports
do not, of course, prove the basis of the cure.

To establish himself as the true leader in chiropractic, B. J. Palmer began teaching that foraminal
encroachment, a closing down of the foramen between spinal vertebrae impinging spinal nerve roots, was
the cause of interruption or shutdown in “nerve flow™—not irritation caused by vertebral processes outside
the foramen, as the elder Palmer believed. Daniel Palmer never claimed that subluxations, or slight
misalignments, could impinge spinal nerves, and he scoffed at those, including his son, who taught this
theory. Palmer senior understood human anatomy, and was fully aware that nature had supplied ample
room and more than enough fat and soft connective tissue to protect the spinal nerve roots from encroach-
ment in all but major joint disasters, such as fractures, dislocations, and extensive osseous spurring
projecting into the space. He taught that vertebrae could jam in a misaligned position and impinge nerves,
but not spinal nerves. Daniel Palmer believed the irritation that interrupted "‘nerve tone’ took place outside
the foramen when the lateral vertebral parts, such as the lamina and pedicles, pushed against fibers
branching off the spinal nerves to the sympathetic chain ganglia. Contrary to B. J. Palmer’s theory, which
dominates modern chiropractic, the elder Palmer stated that this irritation produced excessive, not reduced
“nerve flow,” which disturbed normal cellular metabolism.

Modern chiropractic educators have attempted to expand upon the “nerve-pinch” theory, but to
date not much has come of their efforts. Today Chiropractic is essentially what it was when the Palmers
taught it, with the addition of various medical modalities used in diagnosis and most of what is used in
modern physical therapy.

1.4 References

1. Hippocrates, Vol. I, Translated by S. H. W. Jones, printed in Great Britain (1923) by Harvard University Press,
London.
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(1931)
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CHIROPRACTIC EDUCATION—
PAST, PRESENT, AND FUTURE

Every chiropractic college teaches physical examination and diagnostic procedures and examines (or tests)
in physical, clinical laboratory and differential analysis, in addition to chiropractic analysis.'

2.1 Early Education: The Six-Week Course

During the late 19th and early 20th centuries, chiropractic educators turned students loose on the
public after a six-week cursory course, primarily in spinal palpation with an umbrella of spiritualism,
religious concepts, naturopathy, mysticism, homeopathy, and osteopathy. Each of the numerous schools
borrowed from other disciplines, often taking the teachers as well as the knowledge. Many earlier
graduates were chiropractors’ patients who believed they had miraculously recovered from various incur-
able diseases. Ministers, bone-setters, psychics, naturopaths, renegade medical doctors, and osteopaths
roamed the hallways of these institutions, each with his own particular brand of chiropractic, teaching
bizarre concepts under the rubric of the “new science” founded by David D. Palmer.

There was little agreement among schools except that orthodox medicine failed to answer deeper
questions about healing and that they had come upon the practice of removing “‘nerve interference.” While
they retained some of the forms of orthodox medicine, chiropractors repudiated drugs and surgery, which
they considered cruel and inhumane. Nor was this conviction at all unreasonable. Early physicians had
little education, few effective medications, no accurate theories, and no scientific method. Like some of
the first chiropractors, they were involved in every conceivable form of quackery. Many traveled from
town to town, peddling occult mechanical devices, and nostrums and panaceas of negligible virtue but high
alcoholic content. It was not until the late 19th century that the profession underwent a revolution and
modern medicine was born.

2.2 Reorganization: The Council on Chiropractic Education

If chiropractic education had been left to B. J. Palmer, the requirements would have been limited to
six weeks of resident study devoted to learning chiropractic philosophy, spinal palpation, and vertebral



adjusting. In the 1930s. pressure from within and without the profession forced some reorganization to
prepare graduates to confront more than basic spinal mechanics. By 1941, 12 schools had received provi-
sional approval from a chiropractic committee on educational standards. In 1947, the Council on Chiro-
practic Education (CCE) was organized by school representatives and members of the standards
committee. It was incorporated in 1971 as an autonomous national organization to provide educational
guidelines, set criteria of institutional excellence. and require inspection and accreditation of chiropractic
colleges. In 1974, CCE obtained recognition from the United States Commissioner of Education as an
authority on chiropractic education. In 1976, CCE was also recognized by the Council of Post-secondary
Accreditation for its accreditation of educational programs leading to the degree of D.C., Doctor of
Chiropractic.

2.3 The Academic Program
2.3.1 Requirements for Admission

The current minimum CCE requirement for admission to an approved chiropractic college is two
years or 60 semester hours leading to a baccalaureate degree in the arts and sciences. Laboratory courses
in biology and chemistry are required, making the prechiropractic program roughly equivalent to the first
two years of a premedical program. The four-years of professional school required by CCE must be over a
minimum period of eight semesters or the equivalent, totaling not less than 4,200 hours. Many schools now
grant a BS in biology or some aspect of the health sciences upon completion of the first four years of the
six-year program.

2.3.2 The Curriculum

The curriculum is designed to provide a thorough understanding of the structure and function of
the human organism in health and disease. According to one brochure published by the Council on
Chiropractic Education, it *“. . . provides a means for identifying deviations from normal structures and
function, while providing the essential facts required for diagnosis, prognosis, and treatment of disease.’”

The academic program leading to the Doctor of Chiropractic resembles a medical-school cur-
riculum without the major courses in internal medicine. pharmacology, and surgery. Most major medical
textbooks are used in chiropractic schools, but the emphasis is on the clinical subjects related to the
conservative management of structural disorders as opposed to drug or surgical treatment for specific
diseases. A Palmer College manual includes courses in:

Motion Palpation
Emergency Procedures
Sports Chiropractor
Radiographic Study of Tumors and Tumorous Conditions
Chiropractic Pediatrics
Upper Cervical Specific
Scoliosis

Clinical Lab Interpretation
Chiropractic Thermography
Extremity Adjusting
Nutrition in Chiropractic?

A more liberal college offers similar courses:

Neurological Exam Procedures
Physiotherapy for the Orthopedist



Physical Examination Procedures and Diagnosis
Clinical Laboratory: Procedures and Diagnosis
Clinical Myography

Peripheral Vascular Disorders

Impairment Rating

Clinical Electromyography

Meridian Therapy/Acupuncture*

The CCE Federation of Licensing Boards has adopted a basic curriculum for chiropractic stu-
dents. Their standards and course-content requirements are reviewed annually. Subjects requisite for
licensing include human anatomy; biochemistry: physiology: microbiology; pathology; public health:
physical, clinical, and laboratory diagnosis: gynecology: obstetrics: pediatrics; geriatrics; dermatology:
otolaryngology: roentgenology; psychology: dietetics: orthopedics; physical therapy: first-aid and
emergency procedures; spinal analysis: principles and practice of chiropractic: adjustive technique; re-
search methods and procedures: and finally. “other appropriate subjects.”

“Other appropriate subjects” could refer, for example, to courses in minor surgery, which are
taught at some of the more liberal schools. With the advent of CCE requirements and more progressive
state laws, even many conservative schools are now teaching at least comprehensive diagnostic proce-
dures.

All approved schools have clinical internships usually commencing during the second or third
year. Some have residencies in which senior students can choose a specialty such as radiology for their
fourth year.

2.3.3 Postgraduate Education and Residency Programs

Each accredited chiropractic college maintains a division devoted to providing postgraduate edu-
cation. Many states require a minimum number of “‘refresher”” hours in clinical subjects for chiropractors
to maintain licensure. Courses are available on nearly every subject covered during the four-year profes-
sional program, with an emphasis on advances and new discoveries in diagnosis and application of chiro-
practic techniques.

Some chiropractic colleges offer resident programs in subjects such as radiography, orthopedics,
neurology, nutrition, diagnosis, and internal disorders. Often these are approved by CCE and cosponsored
by one of the national organizations. The latter offer membership in a council related to the subject after
the chiropractor has successfully completed written and practical examinations leading to certification and
diplomate status. These programs usually comprise 300 classroom hours and extensive individual study.
State and county groups offer a variety of lectures, symposia, and workshops in clinical subjects, often
utilizing local chiropractors and medical physicians as teachers.

While official chiropractic institutions strive to satisfy their graduates’ educational needs, there are
a plethora of peddlers in the field who offer courses in just about every medical subject. Many present
materials and procedures of unproven status and entice the unwary with promises of quick and easy
knowledge and profit.

2.4 The Move toward Orthodox Medical Education
Although D. D. Palmer’s philosophy is still very much alive in the schools, it is evident that the
chiropractic curriculum is expanding to comprise more and more of orthodox, general medical teaching.

This is demonstrated in literature and courses sponsored by such institutions as the National College of
Chiropractic and the Los Angeles College of Chiropractic, which for many years have taken the position
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that chiropractic education and practice should not be limited to spinal therapy in the form of subluxapon
reduction. The Los Angeles College of Chiropractic offers a CCE-approved graduate course entitled
“Diagnosis and Internal Disorders.” This class, which meets one weekend per rponth fqr a tota'l of 324
hours, is required for board-qualification as a “chiropractic internist” by the American Chiropractic Asso-
ciation (ACA) Council on Diagnosis.

william A. Nelson, D.C.. an aggressive, articulate spokesman for the liberal, progressive faction
of chiropractic and past executive director of this A.C.A. Council in a recent telephone conversation from
his San Francisco office defined a chiropractic internist as: “A primary health care provider, a family
physician, and an alternate to medicine.” Subjects covered include:

Neuromuscular-skeletal Factors in Disease

Clinical Cardiology

Circulatory Disorders

Disorders of the Respiratory System

Clinical Enterology and Proctology

Clinical Considerations of Renal and Genito-Urinary Disorders
Clinical Neurology

Emergencies in the Chiropractic Office

EET [Ear, Eye, and Throat]—Diagnosis and Treatment’®

A paragraph from a subject description indicates that this instruction is not strictly didactic:

The interesting feature of this course is it will place greater stress and emphasis on clinical skills.
In the course you will become not only familiar, but experienced in the use of various diagnostic
equipment and treatment procedures which can be used in your office. As an example when
covering the area on clinical cardiology, the lecturer will utilize EKG equipment and procedures
over and over so you will be able to thoroughly and comfortably utilize it in your office.®

A 1980 CCE booklet describes the modern D.C. as a primary or portal-of-entry health-care pro-
vider, capable of utilizing standard procedures and orthodox instruments of physical and clinical diag-
nosis.” Thus an orthodox, accredited chiropractic education prepares a practitioner for much more than
detecting spinal subluxations. Further, as will be seen in the next chapter, all official chiropractic organiza-
tions now accept the chiropractor’s choosing to establish himself legally by being a first-contact portal of
entry into the health-care system by making a diagnosis, arranging for further medical diagnosis when
indicated, and administering treatment or referring for appropriate medical care.

Some independent observers in sociology, medicine, and psychology have said that this gradual
“blending into general medicine” will carry chiropractic along the path osteopathy has traveled, and
ultimately will result in its absorption into medicine. Though chiropractic education and practice make this
alikely possibility, chiropractors are sharply divided over the wisdom of this merging process. Despite this
schism, they have superficially and somewhat grudgingly united to support the adoption of CCE standards
for basic chiropractic education. which expose students to medical diagnostic information from textbooks
used in medical schools. The training extends to a broad familiarity with nearly all medical diagnostic
instruments.

Nevertheless, a close examination of most chiropractic college clinics reveals that the degree of
clinical exposure to a wide variety of medical conditions is far below that achieved by medical interns in
medical hospitals and clinics. Furthermore, in a 1968 Department of Health, Education, and Welfare
[HEW] study of independent practitioners under Medicare. the scientific panel on chiropractic concluded
that . . . the scope and quality of chiropractic education do not prepare the practitioner to make an
adequate diagnosis and provide appropriate treatment. . . ."™*



With the advent of CCE, chiropractic education has undergone drastic change, but serious ques-
tions remain. Many studies have shown that at present their education does not prepare chiropractors to
function as medical physicians. Whether they should—from the point of view of the law and of the
chiropractic profession—is the subject of the next chapter.

Chiropractic schools nationwide teach their graduates to consider nearly all human symptoms except those of an
emergent nature, i.e., severe bleeding, severe chest pain, major physical trauma.

CCE schools openly state that they prepare their graduates for the diagnosis and treatment of human disease.

All major schools teach a consistent standard of care, including a history, physical-spinal examination, and
radiographic and laboratory analysis, as a basis for treatment or referral.

Chiropractic students are taught to use blood and urine tests, electrocardiographs, radiographic procedures such
as gastrointestinal series, and how to differentiate bone and soft tissue pathologies from X-ray plates.

The responsibility of a primary health-care provider—to diagnose, to treat, and to refer—is taught and accepted
as a paramount, irrevocable standard of care by all schools.

2.5 References

1. American Chiropractic Association. Policies on Health and Related Matters. (Des Moines, 1A: From Council on
Chiropractic Education, 1978).

2. Brochure on Chiropractic Education and Accreditation pub. by The Council on Chiropractic Education, Des
Moines, lowa 50312, 1980.

3. Winter-Spring 1983 On-Campus Continuing Education Course Offerings of Palmer College of Chiropractic Cata-
logue. (Davenport, 1A: Published by Palmer College of Chiropractic, 1983).

4. College Calendar of Seminars, September thru December, 1983. (Lombard, IL: National-Lincoln School of Post-
graduate Education, 1983).

5. Los Angeles College of Chiropractic: A Subsidiary of the California Chiropractic Colleges Inc., Bulletin. (Glendale,
CA: Published by LA College of Chiropractic, 1982-3).

6. ibid.

7. Brochure on Chiropractic Education and Accreditation pub. by The Council on Chiropractic Education, Des
Moines, Iowa 50312, 1980.

8. Cohen, Wilber J. Sec. of Dept. of Health. Education and Welfare, Newsletter: Independent Practitioners Under
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MEDICAL PRACTICES AND RESPONSIBILITIES
IN CHIROPRACTIC MEDICINE

3.1 The Proper Scope of Chiropractic Medicine—Straights versus Mixers

David D. Palmer spent much time and energy denouncing the general practice of medicine, but
reserved his most intense and derisive remarks for diagnosis, which he considered its most useless aspect.
Early chiropractic educators, including his son, expressed deep ambivalence toward this subject, denounc-
ing the medical profession and simultaneously inducing maverick medical physicians to teach chiropractic
students physical examination and diagnosis. Today this dichotomy concerning the use of medical diag-
nosis continues to divide the chiropractic profession.

Probably a third of all chiropractors believe that to venture even into the fringes of medicine is a
violation of the philosophy of chiropractic espoused by the Palmers. This conservative, traditional. or
“straight” school, which espouses spinal adjustments and exercise rehabilitation, is represented by the
International Chiropractic Association (ICA) and the Straight Chiropractic Association (SCA), with a
combined membership of about 10,000. They are actively contradicting the liberal trend toward general
medical practice. They attack through the courts, and in many states have been successful in getting
attorney-general rulings and court decisions stating that the practice of chiropractic is strictly the detection
and reduction of spinal subluxations.

This 1920 Boston case involved a challenge of state law by a straight group of chiropractors adamant in
their position that their practice was to be strictly defined as the removal of spinal subluxations by hand only.
According to chiropractic history, the straights rejoiced at this court decision, which severely restricted mixers
in their use of medical modalities.

The injunction portion of the decree of Judge Scott provided:

WHEREFORE, it is ordered, adjusted and decreed that the defendant be . . . hereby enjoined from the
use of physiotherapy, electro-therapy, colonic irrigation, colon hygiene, ultra-violet rays, infra-red rays, radion-




ics machines, traction tables, white lights, cold quartz ultra-violet lights, neuro-electric vitalizer, electric vi-
brator, galvanic current and sinusoidal current for the purpose of treatment of the sick or for any other purpose in
connection with his practice of chiropractic and from the use of medicine and surgery and from prescribing
certain or specific course of diet for any patient as an independent remedy or means of treatment. Defendant is
not enjoined from using his reasonable judgment in recommending to a patient certain changes in diet, exercise
or such of his general habits as affect his health but is enjoined from prescribing any specific or certain course of
diet as above set out.

The defendant is further enjoined from advertising his use of physiotherapy, electrotherapy. colonic
irrigation, colon hygiene, ultra-violet rays, infra-red rays, radionics machine, traction tables, white lights, cold
quartz, ultra-violet light, neuro-electric vitalizer, electric vibrator, galvanic current and sinusoidal current or any
of them in the treatment of the sick or as an aid to or preliminary or preparatory to his use of chiropractic or in
any other way holding out to the public that any of these means of modalities may be or are used by him in the
treatment of the sick or as an aid to or preliminary or preparatory to the use of chiropractic or from using or
publicly professing to use any mode or general course of treatment other than chiropractic adjustments, and the
clerk is hereby ordered to issue an injunction in accordance with this decree.

The liberal, progressive practitioners are commonly referred to as “mixers” because they choose
to mix medical procedures with traditional chiropractic methods. The mixer includes in his definition not
only spinal adjustment but a number of generally accepted medical techniques, such as physiotherapy,
vitamin therapy, and general medical rehabilitation. His purpose appears to be the absorption of everything
in medicine except pharmacology and surgery—and in some states, such as Oregon, even some of these
procedures are accepted as “usual and customary.” The liberals are represented by the ACA, with a
membership of approximately 15,000. The ACA, ICA, and SCA actually rely to a great extent upon the
various state laws to determine scope of practice and lobby aggressively to influence the language and thus
the purview of proposed legislation.

3.2 Current Practice: The Move toward Medicine

Leaving aside for the moment the fraternal question of what chiropractors should be practicing,
the question of what they are practicing at present must be considered. Dr. William J. Jarvis, a consumer-
health expert from Loma Linda University in California. described chiropractors as either O-type who
treat spinal and organic conditions, or M-type who treat only spinal-musculoskeletal conditions.? This
classification is convenient for purposes of debate and discussions with government agencies, but in
practice there is a definite crossover of philosophies and procedures. One way to distinguish conservatives
and mixers is to say that both support “holistic” practice in that they accept all symptoms as possibly
related to “nerve pressure,” but differ distinctly in the means a chiropractor should take to alleviate these
symptoms.

The late Henry Higley, M.S., D.C., of the Los Angeles College of Chiropractic, characterized the
scope of practice of the liberals:

We realize that a large section of the nonchiropractic public appears to assume that chiropractic
is confined to the treatment of diseases of the back. They seem to believe that the patients of
doctors of chiropractic are limited to those suffering from sciatica, torticollis, and similar condi-
tions affecting the musculature of the back. The careful compilation of patient data from the 1953
records of our chiropractic clinic shows that well over sixty-five different pathologies (e.g.
gastrointestinal problems, genitourinary problems, cardiovascular problems, anemia) were rep-
resented.’

In 1963 ACA conducted a survey among practicing chiropractors, the results of which were
presented to HEW in 1968. The survey supported Higley's contentions. Eighty-five percent of the chiro-



practors said that they treated musculoskeletal problems more frequently than any other. However, 81
percent reported that conditions other than musculoskeletal were first, second, or third among thf)se most
frequently treated. These other conditions included headache, sinusitis. constipation, hypeﬂensnon: g.all-
bladder problems, anemia, chronic heart conditions, poliomyelitis, diabetes. and rheumatic fever.* Similar
surveys by ICA seem to indicate that the conservative group agrees with ACA on scope, but is more
reticent in its public pronouncements.

In a 1958 book entitled “The Science of Chiropractic,” the B. J. Palmer Clinic staff described its
medical offerings as follows:

The B. J. Palmer Chiropractic Clinic presents these case records to demonstrate the effectiveness
of Chiropractic with cases medically diagnosed as multiple sclerosis. encephalitis or sleeping
sickness. hydrocephalus, epilepsy, sciatica, cirrhosis and cancer of the liver, and tumors. It is
hoped these records will benefit both the chiropractor and any interested lay persons who may
chance to read them.*

In recent pampbhlets the Clinic has been more conservative.

A February 1981 article in the ACA Journal of Chiropractic by Robert L. Monti, D.C., discusses
chiropractic management of coronary artery disease. Monti suggests various medical diagnostic aids such
as stress EKG, coronary arteriography, and blood tests as necessary prerequisites to any chiropractic
treatment, which he contends should consist for the most part of offering dietary control and spinal
adjustments. He concludes with a quote from F. W. Cox, D.C.: “Coronary disease is a natural for our
profession, we should not be neglecting it.™

Tables 3.1 and 3.2 compare liberal and conservative therapies in the acute and rehabilitation stages
for spinal sprains and for coronary artery symptoms. Table 3.3 lists several orthodox medical procedures

used by chiropractors and considered by the conservative ICA as the practice of medicine and thus outside
the scope of chiropractic.

3.3 The Legal Responsibilities of the Chiropractor

3.3.1 Diagnosis, Treatment, and Referral

What do the courts consider to be the scope of chiropractic? In March 1972 the ACA Journal of
Chiropractic published an 11-page memorandum entitled “Scope of Chiropractic Diagnosis.” The first
paragraph sets the tone for the discussion of the court decisions to follow and leaves little doubt that the
authors, a Missouri law firm, consider diagnosis an integral part of chiropractic practice: “It would seem
axiomatic that anyone about to treat the human body would be obliged first to diagnose the abnormality.™

Although the memorandum is primarily an interpretation of the Missouri State Chiropractic Licensing
Statute. the authors state:

However, with respect to the scope of diagnosis . . . there are certain general observations and
conclusions which can be drawn which have validity beyond any given state’s boundaries.*

They cite several court cases that show clearly that once the chiropractor places himself in the position of
primary health-care provider or first-contact physician, he has certain inescapable legal responsibilities.

The legal duty of the chiropractor, as with any other doctor, is to: first diagnose the patient’s
problem: second, if the problem can be treated by spinal manipulation then he may proceed:



third, if he determines that the form of treatment required is outside the scope of his practice,
then he must refer the patient to another doctor.’

The American Chiropractor is a widely distributed forum for the liberal school of thought, carrying
advertisements for a wide range of holistic practices. Orval Hidde. a prominent chiropractor, discusses
several court decisions supporting his premise that those who act as primary health-care providers have a
legal duty “of utilizing ascertainable levels of knowledge, skill and judgment in making a diagnosis,
rendering treatment or making referrals.” He concludes with an admonition that his colleagues must have
the ability to diagnose all diseases:

The foregoing cases may be summarized as follows. Case law imposes a legal duty on chiroprac-
tors to diagnose under a reasonable care and skill standard. This duty to diagnose is not limited
by statutory limitations on the scope of chiropractic treatment. The scope of the chiropractor’s
duty to diagnose extends not only to those conditions which he can successfully treat through his
school of practice, but to all disorders to which the human body may be subject. Failure to
diagnose at all, or to diagnose properly, exposes the chiropractor to legal attack for negligence
and malpractice."

The courts have repeatedly ruled that when the chiropractor puts on the “white coat” of the medical
practitioner, he simultaneously accepts the responsibilities of primary health care; he is obligated to
diagnose and treat, or to refer.

3.3.2 Primary Care without Medical Education

There are some serious problems with the present, qualified status of chiropractors as primary
health-care providers. Are chiropractors truly prepared to function on a level with medical physicians in
primary care? In the 1974 case of the State of Washington v. James Allen Wilson, chiropractors were
barred from drawing blood for diagnostic purposes. The Washington Court of Appeals upheld the lower-
court decision about the competency of chiropractors to diagnose:

We recognize that the taking of a blood sample may be a relatively simple endeavor, and that a
laboratory will perform an analysis and state its conclusions. Nevertheless, converting that
analysis into a correct diagnosis may be a much more complex matter."

The following excerpt from a chiropractic insurance company journal expresses concern about the accu-
rate interpretation of compiled clinical data:

Any diagnostic test, whether it be blood work or x-rays, is of no value unless it is interpreted
properly. What value is a radiograph of the hip joint, if the person viewing the film cannot
recognize a slipped femoral capitus epiphysis?*

The article discusses “defensive medicine,” and misdiagnosis because standard testing is not completed.
Responsible persons in all health sciences advocate a thorough, orthodox medical examination to deter-
mine the cause of the problem before any treatment is instituted. The failure to perform a complete history,
examination, and battery of tests is one of the primary issues in chiropractic malpractice cases.

That a physical examination by a chiropractor is equivalent to a physical examination by a medical
physician is a dangerous, false impression that can lead to disaster for both patient and chiropractor. While
chiropractors are attempting more sophisticated practices, such as radiographic diagnosis of soft-tissue
tumors, gastrointestinal studies, interpretation of laboratory analysis, and diagnosis of cardiac and other



internal disorders, they are still isolated from genuine hospital experience and are not prepared philosophi-
cally, academically, or legally to administer pain medication or drugs for diabetes or coronary trouble.

This author has reviewed cases in which chiropractors have attempted diagnosis and treatment of
left-sided chest pain, reassuring the patient that the condition was, in fact, a heart problqn amepable to
spinal adjustments and vitamin therapy. The results are sometimes only a waste of the patient’s tm}e aqd
money; in other instances the substandard medical care can cost a life. The straights generally avoid this
type of problem by limiting themselves mostly to spinal analysis and by playing down the role of attempt-
ing to diagnose all symptoms with which the patient presents. Mixers often attempt to employ all the non-
invasive medical diagnostic techniques that their state allows, and in states where chiropractors can treat
all types of disorders, very few medical procedures are off limits. Nevertheless, it is impossible to
categorize a chiropractor as a “family physician” capable of assuring that sutures are properly placed and
necessary inoculations are given.

3.3.3 Standard Chiropractic and Malpractice

The acceptance of all symptoms as somehow amenable to standard chiropractic care, in this
author’s opinion, often makes standard chiropractic practice, malpractice. Dorland’s Medical Dictionary
defines malpractice as: “Improper or injurious practice; unskilled and faulty medical or surgical treat-
ment.”" Given that improper or injurious practice can consist of overt acts of commission or covert acts of
omission, standard chiropractic in its full sense frequently violates the prudent-action dictum and encom-
passes both of these factors, as well as the concept of informed consent.

Both sides commit malpractice in that there is no scientific evidence that “nerve interference,” as
propounded by chiropractic philosophy and training, causes disease.

Liberals commit malpractice by offering comprehensive diagnostic techniques and treatment with
inadequate training and without the authority to prescribe medications. Conservatives commit malpractice
by failing to diagnose, refer, or offer appropriate treatment. A counter-argument often presented by
organized chiropractic is: “but we do refer when it is something we can’t handle.” The initial acceptance of

symptoms that often indicate serious underlying problems without a medical work-up. in this author’s
opinion constitutes malpractice.

3.4 The Future of Chiropractic—A Dangerous Transition

Both liberal and conservative practitioners consider chiropractic not a trade or job, but a profes-
sion. In its own way, each faction acknowledges a professional responsibility and the necessity of growth,
An open letter to his peers dated January 12, 1978, from William A. Nelson, DC, then executive director of
the ACA Council on Diagnosis and Internal Disorders. includes the following:

Do you believe chiropractors should be prohibited from treating asthma? Heart prob-
lems?

Should we be a profession limited only to specific kinds of back problems?

These are provocative questions but this council is concerned for the future of this
profession. You are limited now to musculoskeletal problems with Medicare and many insurance
companies are beginning to follow the precedent. If you are content with the continued restric-
tion of chiropractic practice, read no further.

We feel chiropractic is an alternative to medicine. This profession has a responsibility to
the public to offer a drugless health service without poisons or surgery. This council believes
chiropractors can successfully treat many internal disorders as well as musculoskeletal condi-
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tions. We are worried at the continuing tendency to restrict our practices for we consider chiro-
practors to be doctors and physicians, not mere technicians."

D. W. Nelson. D.C., an articulate liberal spokesperson, rebuts a writer who had suggested that the
profession limit itself to treating back pain and headaches:

How about the chiropractors who regularly handle the full spectrum of disease? Or those whose
practice is a general family practice. Many, many rural chiropractors throughout our great coun-
try are highly respected by their fellow citizenry for extremely competent overall health care and
in many cases for superior health care over other means. If chiropractic has exhibited beyond
question the ability to cure all diseases, why limit ourselves for ‘strategic’ reasons? Why not
follow our conscience and continue to serve the public in the primary provider spotlight along
with pursuing similarly oriented research programs?'

William A. Nelson, D.C., then secretary-treasurer of the Council on Diagnosis and Internal Disorders of
the ACA, leaves no doubt about his opinion on the direction the profession should take. On September 1.,
1981, he wrote to one of his colleagues:

This Council is dedicated to raising the image of the members of this profession from that of a
technician to a professional. Qur members take pains to diagnose. We treat a multitude of
conditions requiring diverse types of therapies. We are concerned with the relationship between
musculo-skeletal structures and functions of the body: so that in certain cases, we use nutrition,
psychotherapy and counseling as our treatmen”. . . ."

Thus, despite Daniel David Palmer’s vilification of diagnosis, chiropractic seems bound in the
direction of the medical physician. An independent observer could quite reasonably forecast a dangerous
transitional period in which chiropractors place themselves in increasingly responsible positions with
respect to their patients without academic background or legal authority.
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TABLE 3.1
Specific Chiropractic Treatment for Spinal Sprains
Acute Stage
Liberal (ACA) Conservative (ICA)

. Consultation, history. spinal examination 1. Consultation. history, spinal examination

. X-ray examination according to area involved 2. X-ray examination according to area involved
and severity and severity

. Rest: immobilization with orthopedic support 3. Rest, immobilization, orthopedic support:
or plaster cast if severe casts usually not advised

. Specific patient counseling about dangers of 4. Specific patient counseling about dangers of
furthering trauma by strenuous work or rec- furthering trauma by strenuous work or rec-
reation reation

. Referral to medical physician if pain is severe 5. Referral to medical physician if pain is severe
or if patient requests consultation or if patient requests consultation
Application of vapor-coolant sprays or cryo- 6. Generally not advised and viewed as medical
therapy to reduce swelling and pain physical therapy

. Application of diathermy (deep heat), ultra- 7. Viewed as the practice of medicine and de-
sound, galvanic electrical stimulation, and hot nounced as an inappropriate addition to chiro-
moist packs to relax muscles. increase blood practic practice

circulation, and reduce inflammation
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B.

8

I1.

12.

13.

Rehabilitation Stage

. Soft-tissue massage with electrical vibrators 8.
or manual administration by assistant
Manual or instrument adjustment of specific 9.
vertebrae to reduce subluxations

. Recommendation of therapeutic amounts of 10.
vitamins, mineral supplements, and animal-
glandular extracts to assist stressed tissues to
heal
Exercise, occupational precautions, postural 11.
training to stabilize spinal correction
Basic dietary counseling 12.
Supportive psychological counseling 13.

Table 3.2

Manual massage sometimes used to relax pa-
tient for spinal adjustments

Manual or instrument adjustment of specific
spinal vertebrae to reduce subluxations

Considered the practice of medicine

Exercise, occupational precautions, postural
training to stabilize spinal correction

Basic dietary counseling

Supportive psychological counseling

Chiropractic Care of Coronary Artery Symptoms

Liberal (ACA)

. Consults, does history, accepts symptoms
. Will perform spinal examination with X-rays

. Many will attempt a medical diagnosis of the

condition, may refer for medical consultation

. Will give report to patient and discuss possible

cause as ‘“‘nerve interference” plus dietary,
stress, living habits as contributory factors

. Treatment will be indirect, utilizing spinal ad-

justments to “‘clear nerve interference” to the
heart and direct measures, such as vitamin-
herb therapy, dietary counseling, stress reduc-
tion, lifestyle and occupational counseling with
“medical” monitoring by blood pressure, and
EKG recordings
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Conservative (ICA)

. Consults, does history, accepts symptoms
. Will perform spinal examination with X-rays

. Most will refer for medical consultation, diag-

nosis

. Will give report to patient and discuss possible

cause as “‘nerve interference”

. Treatment will be indirect, utilizing solely

spinal adjustments to ‘“‘clear nerve interfer-
ence” to the heart



TABLE 3.3
Additional Liberal Practices

« Manual or instrument reduction of “trigger points” (muscle or ligament knots that produce pain)
« Continuous or intermittent spinal traction and vertebral mobilizing units
« Elaborate and complex weight-loss and dietary-supplement programs for specific diseases
« Plaster casts and sophisticated orthopedic supports and braces for sprains and disc lesions
» Applied kinesiology (muscle balancing)
+ Anti-gravity spinal-stretching devices
Manual or needle-applied acupuncture (may utilize electrical stimulation)
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BASIC SPINAL COLUMN ANATOMY

4.1 Vertebrates and Invertebrates

To understand chiropractic care, it is necessary to review basic vertebral column anatomy. All
animals may be classified as either invertebrates or vertebrates. Invertebrates are those members of the
animal kingdom whose central nervous system is neither dorsal nor tubular. They have no backbone and
no gill slits in any of their developmental stages. Their eye(s) is usually an outgrowth of the skin and not an
extension of or connected to the brain. They have no ventral heart. Some of the main classes of inverte-
brates are mollusks, arthropods, echinoderms, worms, coelenterates, sponges, and protozoa.

Vertebrates are animals that have a backbone, or series of bones of the back. This class of
creatures includes fishes, amphibians, reptiles, birds, and mammals, or about 32,000 recognized species,
including man. Some authorities think that the term chordates is more appropriate than vertebrates
because some of the lowest forms in this phylum have a smooth, elastic rod called the notochord instead of
a jointed vertebral column.

In the higher vertebrates, a series of hollow, connected bones enclose the spinal cord and support
the trunk. During skeletal development, there are 33 of these vertebrae—seven cervical, twelve thoracic,
five lumbar, five sacral, and four coccyx.

4.2 General Characteristics of the Spine

The five sacral vertebrae later fuse together and form a mass called the sacrum. Below the sacrum
are the four small vertebrae that unite as the individual ages and the coccyx is formed. The separate
vertebrae are connected by cartilaginous discs and ligaments. Thus in developed humans the spine or
backbone is composer of 26 separate bones. These bony segments give needed strength, allow for great
mobility, and protect the spinal cord and branching nerves.

The human spine is curved forward in the cervical and lumbar regions and backwards in the dorsal
and sacral portions. The ligaments and cartilages, which unite the vertebrae, make movement possible.
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Movements are limited between any two vertebrae, but may extend over the column as a whole; and the
arrangement permits a considerable degree of body rotation and lateral, backward, and forward bending.

The spine has two primary functions. First, it provides a firm though not rigid pillar that allows the
body to be maintained in its upright position. Second, the arches of the vertebrae form a continuous,
protective canal in which the spinal cord is lodged. Its average length is 28 inches in the male and 27 inches
in the female. One-fourth of the total length may be accounted for by the discs. During a typical day. the
length of the spine may fluctuate by as much as three-quarters of an inch due to temporary compression
and shrinking of these fibrocartilaginous pads. The skull is above the spine, and on the sides it supports the
ribs. Below, it rests on the sacrum or part of the pelvic girdle.

4.2,1 Spinal Development: Three Stages

The 33 vertebrae of the human spine begins as the first indication of a body framework in the
developing embryo. The precursors of this vital segmented structure can be noted as early as the 21st day
of development and are called the notochord, a primitive supporting structure that represents the begin-
nings of the axial skeleton. The entire spine develops around this primitive structure in three stages, and
afterwards its remains exist as the mucoid nuclei pulposus of the intervertebral disc. During the fourth
week of the embryo’s development, a series of primitive somites or mesodermal segments appear as
paired, block-like formations on each side of the median line next to the notochord. There are 38 pairs: one
for the occiput, seven for the cervical vertebrae, 12 for the thoracic vertebrae, five for the lumbars, five for
the sacrum, and eight for the coccyx, with several of these coccygeal somites failing to develop. Each pair
of somites is a mass of mesodermal tissue that expands around the neutral tube and the notochord and
ultimately forms many of the structures that make up the axial skeleton, vertebrae, ribs, ligaments,
muscles—in fact, all the connective tissues adjacent to the spinal column.

The second stage begins at the end of the fourth week when each somite undergoes differentiation
into three parts: the sclerotome, from which will come the vertebrae and the ribs; the myotome, forming
the skeletal musculature; and the dermatomes that make the connective tissues of the skin over the trunk.

Ossification, the third stage of vertebral development, commences in the tenth week. Actually,
there are two periods of ossification. The first takes place in the fetus, and the second from early adoles-
cence to approximately age 25. Although bone is one of the hardest substances in the human body, it also
possesses properties of elasticity and toughness. Each adult vertebra is composed of an outer, hard layer of
compact bone, and an inner, softer portion (cancellous bone) that forms the bulk of the vertebra.

During early fetal life, the spine viewed laterally is shaped like the letter C. The thoracic and sacral
curves of the adult represent the remains of this single, long curve. These are called primary or accommo-
dation curves, as they persist from the fetal state. They are concave to hold the thoracic and pelvic viscera.

By the time of parturition, a lordosis is present in the cervical area. It becomes more prominent as
the infant begins to hold up his head and sit. Similarly, when a child first stands and walks, between the
ages of nine and 12 months, the lumbar curve begins to develop. It is well established at the 18th month in
most children. When all four curves are developed, a profile view of the spines presents a figure similar to
the letter S.

4.3 General Characteristics of the Cervical Vertebrae
The typical vertebra consists of a body or centrum and a neural arch that enclose an area known as

the vertebral canal. This in turn encases the spinal cord. The arch is composed of two pedicles, which are
its sides, and the laminae, which form the roof. Observed projecting dorsally is the spinous process arising
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from the midline of the laminae. Lateral extension from a vertebra is usually greater anteriorly than
posteriorly; thus the cervical lordosis is due to the configuration of the discs rather than the bodies.

The body of a normal cervical vertebra is approximately 50 percent longer transversly than its
anteroposterior dimension. The pedicles are short and bear superior and inferior articular processes. On
either side of the body is a transverse process; they form the transverse foramen permitting passage of the
vertebral artery, an important structure that can be damaged in chiropractic malpractice. Each transverse
process also contains a groove for the spinal nerves. Posteriorly the laminae terminate. in short, slender,
bifid spinous processes.

4.3.1 The Atlas

The atlas, or first cervical vertebra, has no independent body but is joined to the second cervical
vertebra, the axis, to form the dens. The atlas consists of an anterior and a posterior arch and heavy lateral
masses that bear the superior and inferior articular surfaces. Superiorly it articulates with the occiput:
inferiorly with the axis. The anterior arch has on its internal surface a facet for articulation with the dens,
and on its anterior surface a tubercle for muscle attachments. The posterior arch bears a small tubercle in
place of a spinous process, and on its upper surface are sulci for the vertebral arteries.

The atlas had a special significance to B. J. Palmer. After having taught that all vertebrae should be
adjusted, he concluded in the 1930s that the atlas was the only one that could subluxate enough to cause
nerve interference. Palmer had studied thousands of skeletons, and he reasoned that evolution had de-
veloped, in all other animals, interlocking processes for protection against excessive movement. Either
insufficient time for development or incomplete species evolution of man had left him without a guarding
process. Palmer developed his Hole In One (HIO) adjustment to reduce atlas subluxations and clear all
nerve interference below this point. The maneuver was a rapid thrust on the side of the neck over the atlas,
and often left the unfortunate recipient in spinal shock.

4.3.2 The Axis

The axis, or second cervical vertebra, is identified by the projection of the odontoid process or
dens, which is continuous with its body. Its spinous process is massive. elongated, and bifid. The superior
articular processes are large and placed on heavy masses arising from the body and pedicles. The seventh
cervical vertebra is considered atypical because of its particularly long and bifurcated spinous process
known as the vertebral prominens. It has only a small transverse foramen for the vertebral artery does not
usually pass through it.

4.4 The Thoracic Vertebrae

The 12 thoracic vertebrae progress in size from cranial to caudal. Their anterior height is one to
two mm less than their posterior, accounting for the thoracic kyphosis. The laminae and spinous processes
are long, and they tend to overlap the respective succeeding processes. Thoracic vertebrae are unique for
they present on each side of the body facets for articulation with the heads of ribs; and their long, heavy
transverse processes bear facets on their lateral anterior surfaces for articulation with the tubercles of ribs.

4.5 The Lumbar Vertebrae
The lumbar vertebrae, easily identified by their large, heavy structure, possess bodies that are
wider transversely than they are in the antero-posterior direction. They have pedicles, massive transverse

processes that are long and delicate. each with an accessory process on the dorsal surface at the base. The
spinous processes are broad and massive with a prominent thickening of the tip.
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4.6 The Sacrum

At the base of the spine is the sacrum, an inverse, triangular-shaped bone that during early life is
made up of five segments known as sacral vertebrae. During the early years, the bodies are separated by
intervertebral fibrocartilages, but usually by age 25 the sacrum becomes a single, solid bone. Sacral
foramina, typically located opposite each other, allow passage of the dorsal and ventral branches of the
spinal nerves. On the dorsal surface of the sacrum a series of tubercles in the midline form a crest.
Superiorly the sacrum articulates with the fifth lumbar, laterally with the ilium, and inferiorly with the
COCCYX.

A segment of the chiropractic profession has great reverence for the balance of the sacrum as the
basic determinant of spinal integrity. The practitioners have devised several elaborate techniques to adjust
this slightly movable structure. One school of thought blames all subluxations above its base, from the fifth
lumbar to the occiput, on subluxation of the sacrum. They say in essence, “‘As the sacrum goes, so goes the
remainder of the spine.”

4.7 The Coccyx

The coccyx or tailbone is formed by the 25th year from fusion of four vertebral segments. There
may be a vestigial fibrocartilaginous disc between the first and the second coccygeal segments. Often the
coccyx fuses with the sacral apex in later life.

4.8 General Characteristics of Discs

The 23 pad-like intervertebral discs or fibrocartilages form the chief structural units between
adjacent vertebral bodies from the axis’s inferior surface to the fifth lumbar’s inferior surface and the first
sacral segment. The discs are considered to be among the most important spinal ligaments. They have five
chief functions: shock absorption; attachment and separation of vertebral bodies; help in formation of
secondary curves; action as powerful ligaments; and formation of part of the intervertebral foramina.

The discs vary in size, shape, and thickness in different regions of the spinal column, and conform
to the size and shape of the vertebral bodies that they join, except in the cervical region where they are
slightly narrower than them. They are thinnest in the cervical area, becoming gradually thicker as they
approach the dorsal and lumbar regions. Anatomically, each disc consists of two parts: the outer annulus
fibrosus and the inner nucleus pulposus. The annulus, composed of fibrocartilage, is fused to the epi-
physeal, the plate of the vertebral body, and forms an envelope around the softer nucleus. The thick, tough
fibrocartilage is arranged in thick, interlacing, concentric lamellae that give it great strength.

The inner nucleus is a soft, semi-gelatinous, highly elastic yellow tissue near the center of the disc.
It can be imagined as the jelly in a doughnut, with the ring of the doughnut being the annulus. Each nucleus
is about one-half inch in diameter and oval in shape, and represents the remains of the embryonic
notochord. 1t occupies 40 percent of the disc’s cross-sectional area. Much of the shock-absorbing of the
spine is done by the nucleus, for under pressure it flattens, broadens, and pushes the more resistant
annulus outward in all directions.

Until age eight, small blood vessels supply the disc through cartilagonous end plates, but by the
time growth has ceased, these vessels are obliterated. There is general agreement that the nucleus and
annulus are completely without vessels during adulthood. Fine, free nerve-fiber endings have been ob-
seved in the outermost layers of the annulus fibrosus, but not in the deeper layers of the annulus and
nucleus.
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During youth, the discs are elastic and have high fluid content, but later in life they lose fluid and
elasticity. There is general agreement in the literature today that the intervertebral disc has the ability to
convert vertical pressure to horizontal thrust. As the spine flexes forward the fluid action of the nucleus
and the elastic mechanism of the annulus are necessary to allow an increase in the radius of the disc and
distribution of this vertical thrust.

When one attempts to lift a heavy weight, it is utilized like a crane and is subjected to tremendous
forces. It has been calculated that lifting 100 Ibs produces 1600 Ibs per square inch of pressure on the discs.
The annulus fibrosus, however, has a mean endurance of just 710 Ibs, and discs have been demonstrated to
break down to completely under pressure of 750 pounds. Thus one concludes that additional support is
available for the spine under the stresses of lifting; this could be related to the stress-relieving effect of
intraabdominal pressure. Interesting changes in disc pressure with shifts in position have been measured
by placing a direct-pressure transducer in the third lumbar disc and recording the variations. In the
recumbent position the pressure is 25 kg; in the standing 100 kg: and with muscular changes and me-
chanical arrangement of the joints it reaches 150 kg. If a 70-kg standing man lifts a 50-kg weight at a
forward-flexion angle of 40 degrees, the stress in the lower lumbar disc is about 600 kg. Thus it can quickly
be seen that mechanical stress can cause pathology in a normal disc and is a significant factor in the
destruction of a disc weakened by loss of normal physiological resiliency. Furthermore, unusual stress
from erect postural requirements has been shown to be a significant factor in continual wear and tear on
disc structures apparently without any abnormal stresses involved.

4.9 Causes of Disc Pathology

The efficient functioning of the intervertebral disc depends largely on the physical properties of the
nucleus pulposus, which are closely related to its water-binding capacity. Aging is certainly a factor in disc
conditions as it has been repeatedly demonstrated that the water content of disc tissue gradually decreases
as life advances. A basic requirement for normal disc function is perfect gel characteristics of the nucleus
pulposus. Studies reveal that disc pathologies are the result of a rather constant pattern of biochemical
changes. These macromolecular changes might be postulated as a rapid breakdown of the protein polysac-
charide linkage, loss of chondroitin sulfate as compared to keratosulfate. or increase in collagen content.
They result in altered fluid action of the disc and a reduction of its imbibition index. If one relates this to
requirements for normal disc function—a perfect nucleus gel to evenly distribute pressure, high tensile
strength in the annulus, and associated elastic properties—the significance of chemical changes as precur-
sors of visible, clinical pathologies becomes clear. In a normal disc the creation of extraordinarily high
pressure in the nucleus or severe tearing of the annulus could, without chemical changes, result in disc
pathology. but this is not usual. De Palma' theorizes that the most realistic explanation for disc protrusion
lies in a series of biochemical changes through which the nucleus pulposus loses its ability to evenly
distribute pressure on a weakened annulus; and rupture or herniation may occur. The damage may be
induced by one severe trauma, or more likely by a number of micro-traumas. A general picture of the gross
pathology involved would include edema. petechial hemorrhage, consolidation, fibrotic infiltration, and
calcium depositing.

4.10 Ligaments of the Vertebral Column
The anterior longitudinal ligament is broad and strong and is placed on the anterior and anterola-
teral aspects of the vertebral bodies from the atlas to the sacrum. Its deepest fibers blend with the

intervertebral disc and extend from the body of one vertebra to the disc to that of the adjacent vertebra.

The posterior longitudinal ligament lies on the posterior surface of the bodies of the vertebrae from
the axis to the sacrum. It is mounted firmly to the ends of the vertebrae and deeply to the intervening discs.
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In the thoracic and lumbar regions, its lateral expansion over the discs are rather weak and this is a
vulnerable point for disc herniations. Capsular ligaments surround the synovial joints between the superior
and inferior articular processes of adjacent vertebrae. They add little stability for they are too lax to permit
the necessary gliding motion between joints. Intertransverse ligaments join the transverse processes of
adjacent vertebrae, adding stability to the spine as a unit. Posteriorly between adjacent laminae are yellow
ligamenta flava. These extend laterally, forming a portion of the roof of the intervertebral foramen. A
unique attachment to the laminae creates an extremely even postererior-inferior wall of the spinal canal
that remains smooth in every postural position and protects the neural elements.

The supraspinous, a thin ligament composed largely of elastic tissue, lies over the tips of the
spinous processes, i.e., between the spinous processes by the interspinous ligaments that are thin and
relatively weak. Unique articulations among the occiput, the atlas, and the axis are joined by a complex
crisscrossing of ligaments. This allows a broad range of movements and lends stability to an area that is
often under unusual stress from bearing the weight of the head and is extremely vulnerable to injury.

4.11 The Vertebral Arteries

One component of this complex area is the two vertebral arteries that ascend in the foramina of the
transverse processes of the cervical vertebrae to the brain. It has been demonstrated that various degrees
of flexion, extension, rotation, and muscle spasm can alter blood flow in one or both arteries. These
arteries and the brain tissues they feed are especially vulnerable during certain chiropractic adjustive
maneuvers. This is an important factor in chiropractic malpractice.

Blood is supplied to the spinal ligaments from branches of the spinal arteries. Nerve supply to
ligaments and synovial joint capsules is of sympathetic and spinal origin.

4.12 The Nervous System

The nervous system is the body’s communications network. It receives and interprets stimuli and
transmits impulses to the effector organs. Simply described, it consists of the central nervous system (the
brain and spinal cord) and the peripheral nervous system. The latter is composed for the most part of a
number of nerves connecting various parts of the body to the central system. For example, it includes the
cranial nerves, most of which arise from the brainstem, which is directly continuous with the spinal cord.
From the brainstem come the 33 pairs of spinal nerves that leave the vertebral canal through the interver-
tebral foramen. Some of these nerves link muscles to the central nervous system, while others connect
internal organs and glands to it. The second are known as the autonomic nervous system. This in turn is
divided into two parts according to function.

The parasympathetic tends to shut down or conserve body energy expenditures, and the sym-
pathetic accelerates output. Both have afferent and efferent fibers that allow transmission of nerve im-
pulses from the brain to the periphery and sensory nerves that direct incoming messages to the spinal cord
and brain. The systems are by no means completely separate; they react extensively with each other.

The basic unit of the nervous system is the nerve cell, or neuron. 1t consists of a cell body, axon,
and several dendrites. Dendrites carry messages toward the cell body, and the axon conducts them away.
Thus, a neuron is a one-way conductor of information.

The spinal cord, a 17- to 18-inch, pliable, almost cylindrical organ of nervous tissue, lies in the

upper two-thirds of the vertebral canal. To understand chiropractic malpractice, it is necessary to give the
cord special attention. The cord is one-half inch in diameter and is surrounded by three tubular fibrous
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membranes or meninges. From the outer to inner, they are the dura mater, arachnoid, and pia mater. These
membranes absorb nutrition; protect and support this vital lifeline from the brain: and are delicateiy
arranged to serve its needs.

The dura, a tough, fibrous membrane, is the outer covering. while through the arachnoid and pia
mater circulate the cerebrospinal fluid and blood supply. The spinal cord has four chief defenses: the bony
walls of the vertebral canal, the meninges, the curves of the spine with the disks and cerebrospinal fiuid,
and fat that cushions it from shock—the violent concussion of a fall, a blow, or other trauma. Certain
chiropractic maneuvers subject the spinal cord to abnormal and unusual stresses. and under certain
conditions, a patient may be severely and/or permanently damaged.

4.14 Summary

The spine, with its neuromuscular ligamentous relations. constitutes a functional unit that per-
forms a greater number of varied tasks than any other anatomical unit. The following are the most
important capacities of the spine: protection, support, weight-bearing. maintenance of body shape, resil-
iency, transmission, skeletal formation, stabilization, and motion.

The number of possible movements of the spine is so vast that it is difficult to comprehend. For
example, with only 13 pairs of spinal muscles studied. it has been calculated that there are more than 67
million possible combinations of movement (there are at least 144 muscles directly attached to the spine).
Thus the spine is a dynamic indicator of myogenic equilibrium, the result of nervous control on the
bilateral muscles pulling against gravity.

The musculature of the back consists of a number of not entirely separate layers that may be
distinguished from one another by the direction of their fibers and their length. The long muscles are placed
superficially, the intermediate muscles more deeply. and the short muscles directly against the vertebrae.
The back muscles are generally subdivided into five major groups. but obviously they all work together in
their complex, intricate functions. It is this dynamic but stabilizing network of contracting fibers, the
muscle system, which allows the chiropractor indirect but effective access to the primary focus of his
therapy, the spinal subluxation.

4.15 Reference

1. De Palma Anthony: “Clinical Signs and Symptoms of Cervical Disease.” As found in The Intervertebral Disc
(Philadelphia, PA: W. B. Saunders, Co.. 1970).
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BASIC CHIROPRACTIC SPINAL ADJUSTING

5.1 Spinal Subluxation—The Primary Chiropractic Lesion
5.1.1 Definition and Effects

The sole and unique function of the chiropractic profession is to assist the body to regain spinal
balance by detecting and correcting spinal subluxations. These are basically defined as abnormal structural
relationships between adjacent vertebrae that interfere with normal nerve function.

A major contention among medical anatomists, physiologists, orthopedists, neurologists, and
chiropractors regarding spinal subluxations is not whether they exist but when, and with what effects.
Many medical researchers concede that subluxations are an important factor in joint dysfunction and pain,
radicular pain, and some conditions related to somatic and functional disorders of the viscera. Chiroprac-
tors, however, essentially believe that everyone who is ill has a spinal subluxation, and that this subluxa-
tion is more likely than not the cause of the illness. Modern chiropractic care is based on the premise that
spinal subluxations from some form of trauma are a common reality in humans of all ages, including
newborn babies.

No scientific research has verified the theory that minute subluxations alter nerve function and
cause widespread somatic disease processes. There is much contention on what degree of disrelationship
is necessary before nerve function is compromised. Most anatomists, orthopedists, and neurologists
believe that considerable tearing of the soft tissue or crushing or proliferation of the bone by osteophyte
formation must occur before the nerve foramen are compromised to a degree great enough to cause nerve
impairment. Chiropractors disagree and base their practice on the premise that even slight misalignments
or subluxations can impair nerve physiology to the point that catastrophic health crises can occur. There is
continual debate on this issue of degree of misalignment, and it is a question that should be left to medical
researchers.

Medical orthopedists insist that to qualify as a subluxation a vertebral misalignment must be
visible on an x-ray. Chiropractic theory does not require this. Chiropractors accept other clinical mani-
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festations, such as contracted muscles, postural spinal imbalance, area skin temperature readings, ther-
mography, palpation of apparent deviations, and observation of related symptoms.

There are numerous theories within chiropractic related to types and categories of subluxations,
but pressure for standarization from government agencies, such as HEW and the Medicare Committee,
has resulted in some agreement. One definition proposed by ACA is: “A subluxation is the alteration of the
normal dynamics, anatomical or physiological relationships of contiguous articular structures.™

Spinal subluxations do exist, and vast clinical evidence supports the hypothesis that these com-
plex joint syndromes can interfere with normal nerve function. Their effects listed in chiropractic literature
are direct nerve pressure, circulatory changes, spinal-cord meningeal irritations, altered cerebrospinal-
fluid flow, and irritation of the proprioceptive fibers, which convey messages within the body. Two major
proofs that a subluxation exists are neurological manifestations and structural changes determined by
clinical evaluation, although the latter of them involves subjective judgment.

5.1.2 Causes of Spinal Subluxations

According to observers, the causes of subluxations are many and varied. D. D. Palmer listed only
three: physical trauma, toxins, and autosuggestion. He stated that these factors exerted an indirect in-
fluence upon spinal vertebrae, subluxating them by altering the contraction state of spinal muscles. Palmer
noted, for example, that a snakebite could cause or correct a spinal subluxation because the physical shock
and toxic effect of the venom would induce muscle contractions. Specifically, Palmer claimed that by
releasing spinal nerve pressure a snakebite had cured one man of insanity: James Gillman was insane for
several years. According to chiropractic, a vertebra had been racked, or drawn out of alignment, impinging
upon a nerve, causing mental aberration commonly known as insanity. Fortune smiled out of a seemingly
unfortunate accident. The rattler’s venom acted as an antidote, or as a counter poison.’”

Force expressed in the spine as a sprain is the most commonly accepted conception of the cause of
the basic chiropractic lesion, vertebral subluxation. Dorland’s Medical Dictionary defines a sprain as:

“A joint injury in which some of the fibers of a supporting ligament are ruptured, but the
continuity of the ligament remains intact."

A sprain involves a disruption of ligament bone contact, as opposed to a strain, which involves
muscle and tendon contact to bone.

A muscle straining or overstretching is also believed to create joint fixation or subluxation, but
there is not wide support for this as a significant factor in producing nerve-threatening irritation other than
at the local area of injury. If the strain is accompanied by severe, unequal muscle contractions however, it
is generally accepted that vertebrae may misalign and impair nerve function.

Other common causes of subluxation include direct physical trauma, as in a full or hyperflexion
automobile injury; forceful leverage on arms; sudden rotation of the head beyond its normal range of
motion; overcontraction of muscles in lifting; continual occupational strain: significant, chronic emotional
stress inducing abnormal muscle strain; loss of normal muscle tone; and reflex irritation of muscles from
visceral pathologies.

S5.1.3 Why Subluxations Persist

Just why vertebrae remain locked in a subluxated position has inspired continuous debate. It
seems reasonable to infer that the same factors that produce subluxations also cause them to remain. One
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prominent orthopedic specialist, Ruth Jackson, M.D., suggests that impingement of the synovial mem-
brane or of the meniscus-like structure within the posterior joints may be at fault. Others have hy-
pothesized that tearing of the capsular ligament surrounding the lower of the posterior joints creates laxity
and allows excessive joint motion. This creates a tendency toward displacement to a position not condu-
cive to smooth joint function. An important factor that may be overlooked by some therapists and
chiropractors is overtreatment of an area. The chiropractic adjustive force can act as an irritant that further
traumatizes injured ligaments and causes abnormal, imbalanced. protective contractions of the powerful
spinal musculature. Some X-ray studies have shown marginal roughening, ligament sclerosis, and arthrosis
in posterior spinal joints after repeated rotary adjustments of the lumbar spine. It is difficult, however, to
clearly establish whether these changes resulted from the trauma preceding the treatment or from repeated
forceful rotation of the joint facets.

5.1.4 Excessive Adjusting

After reviewing several dozen cases of alleged over-treatment, it is the author’s conclusion that
the chiropractor’s zeal to clear the spine of all perceived subluxations often leads to excessive adjusting,
and the treatment intended to alleviate a condition becomes the irritant that perpetuates it.

5.1.5 Other Causes of Nerve-Root Irritation

Spinal subluxations are the primary focus in chiropractic treatment, but it is recognized that other
factors can cause spinal nerve-root irritation. The most significant of these are adhesions around nerves,
tumors, vascular anomalies, bony architectural defects, osteophytic spurs intruding into intervertebral
foramen, and spinal-disc protrusions. Disc conditions are routinely treated by chiropractic methods and
results are often quite good if the injured disc has not been ruptured and its inner substance, the nucleus
pulposus lost. Recovery is often complicated by osteophytic spurring, architectural defects, and other joint
changes, such as spondylosis from repeated micro-traumas. Such factors test the skill of the chiropractor
in applying force in a manner that will effect joint mobility without inducing further trauma.

CLASSIFICATION OF SPINAL SUBLUXATIONS
BY RADIOGRAPHIC MEASUREMENTS—VISUAL ASSESSMENT AND DIGITAL PALPATION
The following chart classifies spinal subluxations by X-ray. Subluxations can also be differentiated
according to etiology: psychosomatic, traumatic. primary, secondary, compensatory: and according to
symptoms, such as painful or hypomobile.
A.C.A. CLASSIFICATION OF VERTEBRAL SUBLUXATIONS

Definition:

A subluxation is the alteration of the normal dynamics, anatomical or physiological relationships of
contiguous articular structures.

Significance:

Subluxations are of clinical significance as they are affected by—or evoke—abnormal physiologi-
cal responses in neuromusculoskeletal structures and/or other body systems.
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Manifestations:

In evaluation of this complex phenomenon, we find that it has—or may have—biomechanical,
pathophysiological, clinical, radiologic. and other manifestations.

Classification of radiologic manifestations:

A. Static intersegmental subluxations.

Flexion malposition.

Extension malposition.

Lateral flexion malposition (Right or Left).

Rotational malposition (Right or Left).
Anterolisthesis (Spondylolisthesis).

Retrolisthesis.

Lateralisthesis.

Altered interosseous spacing (decreased or increased).
Osseous foraminal encroachments.

XN E W=

B. Kinetic intersegmental subluxations.
1. Hypomobility (fixation subluxation).
2. Hypermobility (loosened vertebral (motor) unit).
3. Aberrant motion.

C. Sectional subluxations.
1. Scoliosis and/or alteration of curves secondary to musculature imbalance.
2. Scoliosis and/or alteration of curves secondary to structural asymmetries.
3. Decompensation of adaptational curvatures.
4. Abnormalities of motion.*

D. Paravertebral subluxations:
1. Costovertebral and costotransverse disrelationships.
2. Sacroiliac subluxations.

EXAMPLES OF DIAGNOSTIC ENTITIES INVOLVING SUBLUXATIONS

» Extension subluxation of C1 with suboccipital myofibrositis and attendant radiculitis of the
second cervical nerve.

» Cervical sprain with concomitant paravertebral myofascitis and consequent flexion subluxation
of CS and attendant radiculitis,

» Extension subluxation of L4 with consequent facet syndrome and predisposing spondylosis-
thesis of LS with separation of the pars interarticularis.

- Extension subluxation of LS with facet syndrome and periarticular and paravertebral
myofibrosis.

» Lumbrosacral sprain with consequent flexion subluxation of LS and attendant periarticular
capsulitis and radiculitis of LS.’
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| 8 EXAMPLES OF DIAGNOSTIC ENTITIES INVOLVING SUBLUXATIONS

1. Subluxation as a Primary Factor
* Since a subluxation may exist as a primary and perpetuating cause of disease and its initiation may
be considered the most recent condition, or most important, and other qualifying complications derive
from it. For example, complete diagnostic description may read:

» Extension subluxation of LS with facet syndrome and periarticular and paravertebral myofibrosis.

* Right lateral flexion subluxation of T7 with upper thoracic scoliosis and a right scapulocostal
syndrome.

+ Right rotational subluxation of C6 with hypomobility, hypermobile subluxation of C5, and attend-
ant paravertebral muscular spasm.

+ Extension subluxation of C1 with suboccipital myofibrositis and attendant radiculitis of the second
cervical nerve.

* Right lateral flexion subluxation of LS with attendant lumbar scoliosis, spondylosis, and extension
sciatic neuralgia.

2. Subluxation Complicating Sprain or Strain

Since a subluxation may arise from and complicate a recent sprain or strain injury, its involvement
may be explained as in the following examples:

+ Cervical sprain with concomitant paravertebral myofascitis and consequent flexion subluxation of
C5 and attendant radiculitis.

» Thoracocostal strain with consequent left rotational subluxation of T6 and attendant intercostal
muscle spasm and extension neuralgia.

 Right gluteal strain with consequent hypomobile subluxation of the sacroiliac articulation.

« Lumbosacral sprain with consequent flexion subluxation of L5 and attendant periarticular cap-
sulitis and radiculitis of LS.

3. Subluxation Complicating Structural Faults

Since a subluxation may arise from and complicate structural asymmetrics, developmental
anomolies, of other chronic musculoskeletal lesions, they may be described as in the following examples:

« Right scoliosis sectional subluxation of the lumbar spine with predisposing right leg deficiency,
attendant lumbar paravertebral myofibrositis, and reflex sciatic neuralgia.

+ Extension subluxation of L4 with consequent facet syndrome and predisposing spondylosisthesis
of L5 with separation of the pars interarticularis.

« Extension subluxation of Cl and suboccipital neuralgia and underlying sectional lordosis of the
cervical spine and kyphosis of the thoracic spine with predisposing spondylosis.
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« Chronic strain and myofibrositis of the cervical paravertebral muscles with predisposing left
lateral flexion subluxation of T2 and consequent cervical scoliosis.

« Lumbar spondylosis and degenerative joint disease with predisposing right rotational subluxation
of L5 and attendant developmental tropism.

4. Subluxation with Relating Visceral Complications

Since the internal visceral complications, as ramifications of a subluxation syndrome, are difficult to
always prove, this aspect of the patient’s condition must be qualified. If the examinations show that the
internal signs and symptoms are a direct consequence of the subluxation. this condition should be men-
tioned in the diagnosis. If they exist, but are not related, they should be mentioned as associated findings.
However, it should be made clear that the subluxation syndrome is what we are treating under present
Medicare regulations and that the other disease condition has been referred or given whatever the condi-
tion requires according to clinical judgment.

5. Multiple Diagnostic Entities

When more than one specific and unrelated diagnostic entity is present, they should be separated
and identified by numbering.
5.2 Specific Chiropractic Spinal Correction

Liberal and conservative practitioners agree that Chiropractic may be distinguished from other
health sciences that use manipulation by two characteristics: (1) concentration on major subluxations and
(2) specificity of treatment.

Chiropractors search for major subluxations as the theorized cause of disease: attempt to differ-
entiate these from less significant lesions; and then apply a specifically directed force through the spinal
musculature toward a particular vertebra to bring it into functional balance with related segments. Prac-
titioners utilize a vast variety of adjustive techniques to accomplish this basic objective of mobilizing a
vertebra that has somehow lost its ability to move freely within a normal functional range.

Only a minority within the profession claim that adjustors actually set bones like an orthopedic
surgeon sets a fracture. Basic chiropractic education has never included bone-setting as part of clinical
adjusting procedures. It is taught that the adjustor applies force, as specifically as possible, in a predeter-
mined amount and direction to free the vertebra from its abnormal, locked position. He then relies on
neuromuscular mechanisms to bring it into functional balance with related segments.

A correctly administered, specific vertebral adjustment will restore a spinal joint's mobility—the
series of movements within the normal and usual range. Its effects, however, do not stop there. Although
many chiropractors claim that their adjustments move only a specific vertebra, cineradiography or moving
X-ray pictures taken during adjustment have repeatedly documented generous movement of several ad-
joining vertebrae. This is important evidence against the claim that weakened vertebrae, ligaments or discs
above or below the point of adjustive contact cannot have been injured by a specific adjustment.

An adjustment consists of three phases: (1) exact practitioner positioning and contact: (2) prepara-
tion for the movement to be effected in the direction determined by the examination: and (3) administering
the movement. The second phase is actually segmentally oriented traction. and is referred to as *“‘taking up
the slack.” The third is the adjustment proper, a sudden thrust that moves the segment and usually elicits
the well-known popping sound.
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. .Thfare may be slight, momentary discomfort over the contact point and an uncomfortable stretch-
ing feeling in tissues surrounding the area of vertebral movement, but if the patient has been placed in the
appropriate position and the force correctly applied, there should be no distressing pain.

Joint popping can be induced even in the extremities, such as the fingers and feet. Any adjustment,
good or bad, may produce such a sound; but it is not requisite. It simply means that a brisk separation of
the articular surfaces has occurred. In the spine, it is the posterior or apophyseal joints that separate and
pop, not the intervertebral disc. The cracking sound is caused by the stretching of the joint, which reduces
synovial-fluid pressure. This causes tiny gas bubbles to form; they then burst and create noise. Subse-
quently the gas is reabsorbed into the synovial fluid. A competent manipulator should be capable of
popping the spine of a normal subject, vertebra after vertebra, without eliciting any pain. Chiropractic
patients who have been conditioned consciously or unconsciously to associate this noise with correction
and/or relief are often disappointed if an adjustment is relatively silent.

EXCESSIVE ADJUSTIVE FORCE

Any adjustive force that increases pain, causes pain in a new area. creates a relapse during
recovery, or triggers apparent physical or emotional damage is excessive. Excessive force, or adjustment
in the wrong direction, can cause vertebral or costo-vertebral sprains that may be persistent and difficult to
alleviate. Other negative results include exaggeration of the original condition (torticollis may be trans-
formed into cervicobrachial neuralgia), lumbalgia progressing into severe sciatica: mild sciatica developing
into paralytic sciatica; and rupture of a protruding, weakened disc.

There have been more additions to than deletions from the chiropractic adjustive armamentarium
since 1895. Sandbags and flat, hard benches have fallen into disuse. New devices include more sophis-
ticated tables to better place the patient’s body: and various adjusting machines and *‘guns” to lighten the
load on adjustors.

5.3 Adjustive Reduction of Cervical Subluxations

The objective for loosening the cervical vertebrae from the abnormal or locked position is that of
all adjustments: to move vertebrae towards a normal. free-moving, articulating posture. There are four
techniques for reducing cervical subluxations; some may be dangerous, depending upon various factors
regarding the condition of bones, ligaments, muscles, nerves, and blood vessels in the neck. A thorough
physical and X-ray examination of the neck must precede any adjustive thrust. This will better enable the
clinician to select the proper technique.

5.3.1 Toggle-Recoil Adjustment in Side-Posture Position

The toggle-recoil adjustment in the side-posture position was divised by the Palmers. Named for
the action producing the force. a sudden straightening or extension of the arms, the adjustment definitely
produces movement in the cervical area. The adjustor places one hand at a specific point over the vertebra
to be adjusted. He clasps the other over the contact hand and flexes the elbows, thus forming two spring-
like levers over the point of contact. The arms are then rapidly extended, creating a force at the contact
point.

During B. J. Palmer’s time, there were many stories passed around the Palmer College Clinic about

patients being rendered unconscious by this maneuver. Palmer called it HIO, or Hole in One. He taught
that it would realign the atlas, the first cervical vertebra, and subsequently alleviate all nerve pressure
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lower in the spine. According to some observers, many patients would roll from the side-posture position
on the table onto the floor and fling their bodies from side to side. Some would then lose consciousness.
Palmer allowed no one to assist them. for he claimed that the patient’s “innate” or spirit was healing the
body and it must not be disturbed.

For Palmer and some of his present-day followers, the toggle-recoil adjustment is the only
manipulative technique. Their theory is that all disease or predisposition to disease in the human body is a
result of spinal-cord pressure from disrelations of the occiput/atlas/axis articulations. There has been no
scientific validation of this theory. but as with other techniques. its practitioners have many satisfied
patients who praise its efficacy. Certainly temporary brainstem and spinal-cord shock are often produced
by this adjustment; though for those not permanently damaged, the shock may somehow have altered their
symptoms. With this technique, the vertebral arteries, which pass through the transverse processes of the
cervical vertebrae, can be severely squeezed. compressed. and permanently damaged. placing the brain in
immediate jeopardy.

There are thoughtful people within chiropractic and medicine who consider the toggle-recoil
adjustment a brutal, dangerous method. It is not widely used today. Many who do employ it have modified
their delivery to an isometric thrust with only light force, or have substituted spring-loaded instruments
that deliver a more direct and lighter force.

5.3.2 Supine Face-up Rotary Adjustment

This technique relies on patient muscle and joint relaxation. achieved by having him lie face up
with his arms at his sides. Such a position allows a degree of mobility far beyond that obtained in upright
postures, in which sustained muscle contraction is required to support the head and upper back. The
adjustment subsequently employed to reduce cervical subluxations is popularly referred to as a bilateral
cervical rotary break—a sad irony, because this treatment can only be described as a brutal means of
disrupting the blood supply to the brain, bruising or tearing the brainstem, and possibly causing hemor-
rhage that results in paralysis or even death.

The clinician stands over the patient, facing superior to inferior, cradling the head in both hands.
When the patient is relaxed, the head is rapidly and violently rotated right and then left. This twisting far
beyond normal ranges of motion will most certainly move all cervical vertebrae. Because of the ease of
execution, it is used widely. After examining the evidence, however, the only possible conclusion is that
this maneuver is a senseless endangerment of human life that should be banned by legislation in all 50

states. (See p. xxx for a description of how the bilateral cervical rotary break can damage the vertebral
arteries.)

In other, more specific supine-position maneuvers, one hand cradles the patient’s head and the
contact hand is placed over a specific vertebra. The neck is rotated, but not as far, as lateral flexion is used
to exert leverage on the area to be moved. There is less danger with such positions, but compromising the
vertebral artery still remains a life-threatening possibility.

5.3.3 Seated Rotary Adjustment

There are a variety of cervical adjustments in the seated position, but the basic mechanism is
rotation, traction, and extension of the joints followed by a rotary thrust. The weight of the head, however,
plays a larger part in the force than it does in supine or prone adjusting for it is on the end of a lever arm,
the neck. Contact is made with one hand on the selected vertebra. The other hand cradles the head and a
thrust is effected.
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Basic Method of Subluxation Identification
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Figure 7.17
Representation of the ancient mode of performing succussion as described by Hippocrates given
by Vidus Vidius in the Venetial edition of Galen’s works.
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List all present doctor’s care, treatment drugs, medications, vitamins, shots, back braces, shoe supports,
etc

Have you been treated for any health condition by a physician in the last year?

Describe

What operations have you had? (state when)

Have you been X-rayed before?___ Howmanytimes? ___ When?

What region(s) of body?

Did you ever receive X-ray (radium, cobalt) ireatments?

For what? When?

Female only: Is there a possibility that you are pregnant?

8.1.3 Personal History

Surgery and hospitalizations

Serious illness

Injuries

Has the patient ever suffered or does he now suffered from the following:

Chickenpox () Tuberculosis ()
Scarlet fever () Diphtheria ()
Rheumatic fever () Pneumonia ()
Whooping cough () Typhoid ()
Influenza () Tonsilitis ()
Measles ( } Malaria ()
Mumps () Gonorrhea { )
Polio ) Hives )
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OFFICIAL ADDRESS:

NAME OF BOARD:
TYPE OF BOARD:
LICENSES REQUIRED:

SUBJECTS EXAMINED:

EDUCATION REQUIREMENTS:

SCOPE OF PRACTICE:

OFFICIAL ADDRESS:

NAME OF BOARD:
TYPE OF BOARD:

LICENSES REQUIRED:

the taking of X-rays other than the vertebral column and ex-
tremities.

Ronald Kolanko, D.C., Chairman
PO. Box 2557

425 W. Alto Road

Kokomo, IN 46902

IOWA
lowa Board of Chiropractic Examiners,
Chiropractic.
Chiropractic.

Practical clinical subjects with written and oral demonstrations in
the area of diagnosis and treatment.

Graduate from approved school (CCE minimum); national board
diplomate taken after July 1, 1976, including all electives.

Treatment of human ailments by the adjustment of the musculo-
skeletal structures, or by other procedures incidental to musculo-
skeletal adjustments (use of heat, cold, exercise, and supports).
The utilization of procedures and devices in which the doctor of
chiropractic has received training by a college of chiropractic,
approved by the Board of Examiners or for which he/she has
completed the necessary training and possesses that degree of
proficiency which is common to physicians in the state of lowa.
Such procedures and devices would be for the purpose of deter-
mining the nature and manner of chiropractic treatment to be
employed or whether a chiropractic procedure should be per-
formed.

Harriett L. Miller, Exec. Sec.
Iowa Board of Chiropractic Examiners
Health Department
Lucas State Office Building
Des Moines, LA 50306
KANSAS
Kansas State Board of Healing Arts.

Composite.

Chiropractic.
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SUBJECTS EXAMINED:

EDUCATION REQUIREMENTS:

SCOPE OF PRACTICE:

OFFICIAL ADDRESS:

NAME OF BOARD:
TYPE OF BOARD:
LICENSES REQUIRED:

SUBJECTS EXAMINED:

EDUCATION REQUIREMENTS:

SCOPE OF PRACTICE:

Diagnosis, x-ray interpretation, physiotherapy, chiropractic
manipulation technique.

Two years towards Bachelor of Arts Degree. Graduate of CCE
accredited chiropractic college.

For the purpose of this act, the following persons shall be
deemed to be engaged in the practice of chiropractic: (1) persons
who examine, analyze, and diagnose the living human body, and
its diseases by the use of any physical, thermal, or manual
method and use the x-ray diagnosis and analysis taught in any
recognized chiropractic school, and (2) persons who adjust any
misplaced tissue of any kind or nature, manipulate, or treat the
human body by manual, mechanical, electrical or natural
methods or by the use of physical means, physiotherapy (includ-
ing light, heat, water or exercise) or by the use of foods, food
concentrates, or food extracts, or who apply first aid and hy-
giene, but chiropractors are expressly prohibited from prescrib-
ing or administering to any person medicine or drugs in materia
medica, or from performing any surgery as herein above stated
or from practicing obstetrics.

Elizabeth W. Carlson, Exec. Sec.
503 Kansas Ave,

Suite 500

Topeka, KS 66603

KENTUCKY
Kentucky State Board of Chiropractic Examiners.
Chiropractic.
Chiropractic.

Bacteriology, anatomy (histology), hygiene (sanitation), pathol-
ogy, physiology, chemistry (nutrition), roentgenology, clinical
competency  (analysis/neurological testing/orthopedic  testing/
techniques), chiropractic principles & practice (philosophy/ethics/
symptomatology).

Sixty transferable units of study by a college or university ac-
credited or recognized by the Southern Association of Colleges;
accredited chiropractic college diploma, and annual two day
postgraduate work.

Chiropractor MEANS ONE QUALIFIED BY EXPERIENCE
AND TRAINING AND LICENSED BY THE BOARD to diag-
nose his patients and to treat those of his patients diagnosed as
having disease or disorders relating to subluxations of the articu-





















































































































transillumination: The passage of light through body tissues for cxamination, the object or part under
scrutiny being interposed between the examiner and the light source.

traumatic degenerative disc changes: Narrowing of the disc space as a result of sudden physical injury from
destructive bone disease, dehydration, etc.

UMNL—Upper Motor Neuron Lesion.

unilateral: On or affecting one side, as one leg,

USR—Upper Spinal Reflex.

vertigo: Disorientation; a dizziness or feeling that the external world is revolving around the patient.

viscera: The internal ergans of the body, especially of the thorax and abdomen, such as the heart, lungs,
liver, kidneys, intestines.

viscero-spinal syndrome: Physiological changes in the viscera produced by irritation of spinal nerves.
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